The integrated management of chronic kidney disease (CKD) demands significant changes, as patients need to adhere to dialysis, medication, and dietary and fluid restrictions. Therefore, there is a need to identify the motivators of adherence to improve the quality of life of these patients. The aim of the present study was to explore the motivators of adherence to integrated management among patients with CKD in South Africa. A phenomenological design was used. A sample size of 12 participants was selected according to data saturation. The purposive sampling method was used to select the participants. Data were collected with the help of a semistructured interview schedule developed from the literature. A thematic framework analysis was conducted to identify the motivators of adherence to integrated management; these were found to be family support, anxiety about eligibility for kidney transplant, support of other patients, awareness of complications associated with non-adherence to integrated management, and fear of being removed from the CKD program. Identified motivators could be used to develop specific interventions that address or foster adherence behavior as a requirement for integrated management.
| Background and literature review
In the South African context, the care of patients with CKD in public hospitals is governed by the implementation of strict selection criteria, which is a legal measure to effectively optimize the use of scarce resources (Chironda & Bhengu, 2016) . The criterion for admission of patients with CKD to this care is eligibility for a kidney transplantation, as explained by Gerntholtz, Paget, Hsu, and Meyers (2015) . This includes being free from active uncontrollable malignancy and irreversible progressive disease of vital organs, as well as any form of mental illness or substance abuse (Davids, Marais, & Jacobs, 2017) .
Moreover, a good track record of compliance in terms of dialysis and medication adherence and fluid and dietary restrictions is needed from these patients to qualify for admission into the CKD program (Guidelines for Chronic Renal Dialysis, 2009). Although kidney transplantation is an effective measure in averting CKD, the shortage of live and cadaveric donor organs complicates the management (Naalweh et al., 2017) resulting in a long waiting list, and thus creating a massive imbalance between demand and supply (Bendorf, Pussell, Kelly, & Kerridge, 2013; Haase-Kromwijk, Heemskerk, Weimar, Berger, & Hoitsma, 2017) . While on the waiting list, these patients are sustained by strictly following the complex integrated management, which includes dialysis, medication, and fluid and dietary restrictions (Chironda, Bhengu, & Manwere, 2017) .
Effective management of CKD involves strict adherence to integrated treatment to improve the clinical outcomes of the population (Sanders, Whited, & Martino, 2013) . Although much progress has been made in the treatment of kidney diseases, non-adherence to medication, fluid intake, dietary restrictions, and dialysis remain a major obstacle in the management of patients with CKD (Chironda et al., 2017; Naalweh et al., 2017) . The complexity of CKD treatment requires high motivation from patients to expend a significant amount of energy and time in adhering to the integrated treatment regime (Bonner et al., 2014) . Martino, Chwastiak, and Finkelstein (2013) emphasized motivation for behavior change as a valuable strategy for adherence to the prescribed medical treatment of patients with kidney disease. Therefore, exploration of the motivators of adherence to integrated management is critical in order to improve the care of patients with CKD continually.
In view of few published studies in other regions, social support in the form of family and friends has been included as a motivator of adherence behavior (Ghimire, Castelino, Jose, & Zaidi, 2017; González Oquendo, Morales Asencio, & Bonill de las Nieves, 2017; Maxia et al., 2016) . Maxia et al. (2016) further highlighted the crucial role of involving family support in the attainment of compliance among patients with CKD. Griva et al. (2013) also identified social support, social obligation toward others, and establishment of routine as facilitators to treatment adherence among patients with CKD on hemodialysis. An exploratory study by Hong, Wang, Chan, Mohamed, and Chen (2017) revealed the need to survive and meet the expectations of loved ones as a motivator to dietary and fluid restrictions in the CKD population. Tannor, Archer, Kapembwa, Van Schalkwyk, and Davids (2017) and Wood (2014) found that general support and peer support from a health-care team and fellow patients, respectively, were crucial in creating the basis for decreased uncertainty regarding treatment and disease progression, while at the same time making people with CKD gain control of their condition. Although support has been implicated as a motivator, some studies in the literature have not fully acknowledged support as an important factor in the management of the CKD population (Lilympaki et al., 2016; Theofilou, Zyga, Tzitzikos, Malindretos, & Kotrotsiou, 2013) .
Other motivators of adherence in patients with CKD include being aware of the consequences and severity of symptoms, such as deterioration in health, fear of death, positive interaction with the health-care team (Ghimire et al., 2017) , and the use of evidence-based practice to encourage fluid restriction (Jia, Huang, Chu, Lu, & McArthur, 2016) . Lack of motivation has been found to be a risk factor for complications, such as peritonitis, in patients with CKD undergoing peritoneal dialysis (Paudel, Namagondlu, Samad, McKitty, & Fan, 2015) . Poor adherence in CKD population creates severe complications, coupled with increased mortality and morbidity rates (Ahlawat, Tiwari, & D'Cruz, 2016) . The presence of comorbidity conditions, such as hypertension and diabetes mellitus (Patel et al., 2016) , even further complicates the situation, causing ineffective management of the CKD population.
Most studies in the CKD literature are limited to identifying motivators for exercise among patients with CKD (Clarke et al., 2015; Jhamb et al., 2016) . There is limited information on, and understanding of, the motivators of adherence to the integrated management, as the issue remains underresearched and largely undocumented in the South African context. Therefore, the aim of the present study was to gain an understanding of the motivators of adherence to integrated management from the experiences of patients with CKD. Identifying motivators of adherence to integrated management is paramount to effectively managing the CKD population. Furthermore, these motivating factors will help to explain why only some patients are adhering to their integrated management, and will inform the development of specific interventions tailored to encourage adherence to behavioral change.
| Study purpose
The purpose of the present study was to explore the motivators of adherence to integrated management among patients with CKD in South Africa.
| METHODS

| Research design
A qualitative approach was used. A descriptive, phenomenological design (Manen, Higgins, & Riet, 2016) was used to describe the phenomenon of motivators of adherence to integrated management.
Patients living with CKD face changes in lifestyle, coupled with both positive and negative experiences that are totally different from their previous life experiences before contracting the disease. The present study was conducted at a public hospital in Durban, KwaZulu-Natal province.
| Population
The prevalence of CKD in South Africa is approximately 14.3% (Duran, 2014) , which translates to approximately 9000 patients. The progression of CKD starts from stage 1 (which requires medication, and fluid and dietary control) to stage 5 (which requires dialysis). In this regard, all adults with CKD stages 1-5 who have passed the strict selection criteria in KwaZulu-Natal province represented the entire population. The target population was adult patients on the CKD program referred to and being treated at the study site. The accessible population comprised patients on the CKD program who were available and consented to participate in the present study.
| Inclusion criteria
Included in the study were male and female patients with CKD who were able to communicate verbally and who were attending the renal clinic at the study site. Only those on the CKD program for 1 year were selected so as to give realistic information on the motivators of adherence to their management. Participants who were >18 years of age were eligible for inclusion in the study.
| Exclusion criteria
In the present study, all critically ill patients, minors, and all those who had been attending the renal unit or clinic for <1 year were excluded.
Patients with poor health were excluded because they did not cope with the integrated management. Minors were excluded because they were not capable of giving informed consent. Patients who did not use the study site on a regular basis were also excluded from participating in the study. Patients who had undergone kidney transplantation were also excluded from the study.
| Sampling strategy
The researchers used the purposive sampling method to select participants with CKD based on the inclusion and exclusion criteria. The type of purposive sampling was maximum variation, because the researchers selected CKD participants who were on dialysis and those who were non-dialyzing to give in-depth information on the motivators of adherence to integrated management.
| Sample size
The sample size for the study was determined through data saturation, as depth of information on motivators of adherence to integrated management among CKD participants was considered. In this instance, the researchers relied only on factual information from participants with CKD, and did not allow their own views, experiences, and knowledge to cloud their judgement on motivators of adherence to integrated management. Furthermore, the use of probing questions, such as "How is the CKD program helping the feelings of the patient toward the integrated management?", allowed more detailed data to be elicited from the participants.
Again, the sample size constituted only reliable informants who had experienced the phenomena of motivators of adherence, making the depth of information obtained from the study valid, as indicated by Burmeister and Aitken (2012) . Data saturation was achieved at CKD participant number seven, where no new information was provided by any participant; the point of data saturation is seen as highlighted by Grove, Burns, & Gray, 2013 . Moreover, five more participants were interviewed and no new information emerged. Therefore, the overall sample size for the study was 12 (Ghimire et al., 2017 ). The present study was conducted over a period of 3 months, as all the patients with CKD were seen once a month in the renal clinic.
| Data-collection methods
The instrument for assessing motivators of adherence to the integrated management of CKD was developed from an in-depth literature review. The semistructured interview schedule was designed to elicit in-depth information on motivators to integrated management among CKD participants. The face-to-face method was used to collect data from CKD participants (Appendix I).
| Trustworthiness of qualitative data
Trustworthiness of data was evaluated in terms of credibility, confirmability, dependability, and transferability (Polit & Beck, 2012) . To achieve credibility, the researchers spent time interviewing each study participant three times during data collection until data saturation was reached. The first interview brought out information related to healthcare systems, which includes the need for kidney transplantation and fear of the participants being removed from the CKD program. On the second interview, the participants discussed family support, peer support, and fear of complications, in addition to what was outlined in the first interviews. The third interview were conducted to determine consistency in the responses. Regarding dependability, the researcher documented the procedures and steps of the procedures of the qualitative phenomenological study. Verification of interviews was conducted with the study participants to confirm that the information collected was a true reflection of their interpretations on motivators of adherence. For transferability, the researcher provided detailed descriptive information of the research setting, the study participants, and the themes identified in the study to facilitate assessment for applicability to new situations by prospective researchers in other fields (Polit & Beck, 2012) .
| Data-collection procedure
Data were collected from May 2015 to August 2015. Upon arrival at the study site, the researchers reported to the hospital manager with the necessary approvals for undertaking the study. Upon arrival, the clinic manager and the physician nephrologist gave permission for the study to be conducted. A request to use the same setting was made to ensure consistency of conditions in order to prevent the introduction of extraneous variables. Each participant was then interviewed for at least 30 min. Participants' responses were recorded on individual interview schedule guides, as they declined to be tape recorded.
| Ethical considerations
Approval from the various ethics committees was granted before the study could be conducted (Biomedical Research Ethics Committee
[BREC] ethical clearance reference no. BE377/14). The review board at the School of Nursing and Public Health, University of KwaZuluNatal, reviewed the proposal to reduce risks to the participants in the study. Research permission was then obtained from the study site:
the Inkosi Albert Luthuli Central Hospital in the eThekwini District, Durban. Permission to proceed with the study was also sought from the KwaZulu-Natal Department of Health. Finally, informed consent and participant authorization were sought from the participants.
| Data analysis
All the data were analyzed using Braun and Clarke's stages for thematic analysis (Vaismoradi, Turunen, & Bondas, 2013) . First, the transcripts were read focusing on the research question, listing all relevant expressions and highlighting them, and at the same time eliminating any repetitive or vague information. Data were organized into easily retrievable sections according to questions asked in the interview guide. A coding process was used to generate a description of the main and emerging themes for analysis. The main themes were derived from the objective of the study. After coding, the results were summarized thematically, including emerging themes, which were made into narrative passages, and the findings emerged logically from the participants' responses. Verbatim quotes, which the researchers perceived to be most descriptive of motivators of adherence to the integrated management of patients with CKD, were included.
| RESULTS
| Selected participants with chronic kidney disease
The characteristics of the 12 participants with CKD selected for the study were as follows: participants' ages ranged from 24 to 58 years, representing an age range of 34 years; the participants comprised more males than females and nine participants were married, two were single, and one was widowed. Most were unemployed and two had professional jobs. More than three quarters received less than R3000 per month (approximately $US260), as they were on government medical grants. Only two received a monthly income of more than R6000 (approximately >$US520) from employment (Table 1) . 
| Identified motivators of adherence to integrated management
| Awareness about complications of non-adherence to integrated management
Complications of non-adherence to dialysis, diet, medication, and fluid control have detrimental effects on the health of patients with CKD.
Survival of the CKD population depends on strict adherence to integrated management. In this regard, most (Delles & Vanholder, 2017) participants were aware and reported that non-adherence to inte- Ghimire et al., 2017) . Family support as a motivator of adherence to integrated management has been highlighted in the study. These results were similar to the findings of Ghimire et al. (2017) , Griva et al. (2013) and González Oquendo et al. (2017) . Furthermore, family support has been shown to maintain the quality of life and to improve coping mechanisms among patients with CKD (Tannor et al., 2017) . In other studies, social support has been implicated in motivating exercise among patients with renal diseases (Clarke et al., 2015; Jhamb et al., 2016) . However, the literature has not fully acknowledged support as paramount in fulfilling effective treatment management among the CKD population (Lilympaki et al., 2016; Theofilou et al., 2013) . In this study, families were reported to be constantly encouraging the participants to attend dialysis sessions, to take medications as prescribed, to restrict daily fluid intake to 500 ml per day, and to follow the requisite diet. This type of encouragement culminated in patients being motivated to take their treatment as prescribed. Hong et al.'s (2017) exploratory study found the need to meet family members' expectations as a motivator of adherence among the CKD population. The study by Tannor et al. (2017) revealed support from health-care workers as a motivator for adherence to dialysis, medication, and fluid and dietary restrictions among patients with CKD, but this was not supported in this study. For patients undergoing CAPD and non-dialyzing, peer support was offered during their monthly visits for check-up.
Participants with CKD in this study reported adherence to dialysis, medication, and fluid and dietary restrictions as the only way they could be considered for kidney transplantation. South African public hospitals cannot afford to treat all patients with CKD, thus the use of strict selection criteria for admission of a patient with CKD for a kidney transplantation, which includes the absence of systemic diseases and psychological problems, and an excellent proven history of high adherence to treatment . However, the prospect of kidney transplantation in state hospitals also depends on the number of the patients with CKD on the waiting list, where the average waiting period is approximately 5 years (Bendorf et al., 2013; HaaseKromwijk et al., 2017) . Despite efforts to increase the number of kidneys available for transplantation, dialysis growth has been estimated at approximately 8% per annum in comparison to the kidney transplantation rate of only 4%, causing a continuous increase in the number of patients with CKD who require treatment, and at the same time adding to the waiting list (Bendorf et al., 2013; Tannor et al., 2017) . Thus, the need for adherence of the population with CKD to the management program for the purpose of prolonging their lives.
Patients with CKD were aware of the consequences associated with non-adherence to integrated management, and these findings are supported by Ghimire et al. (2017) Physiological consequences of non-adherence to integrated management include pulmonary and peripheral edema, septicemia, dosage adjustment, peritonitis (patients undergoing CAPD), readmissions, elevated urea and electrolytes, weakness of bones, and changes in treatment plans, which ultimately increases the cost of medical care, thus exacerbating the economic burden (Paudel et al., 2015; Tannor et al., 2017) . Furthermore, poor adherence has been cited as causing reduced lifespan of patients with CKD, and consequently increased mortality, as well as faster progression to late stages of CKD for those in the early stages. Being aware of these consequences made these patients adhere to their management program. Although CKD participants in this study expressed fear of being removed from the CKD program, Ghimire et al. (2017) found that fear of death was the most motivating factor for adherence among patients with CKD. Although fear appears negative, in this context it acted as a motivational factor in encouraging patients with CKD to adhere to their integrated management program.
| Implications to nursing/health-care professionals
Poor adherence to integrated management has detrimental consequences, which include reduced quality of life of patients with CKD, increased mortality, and the use of additional and more complicated procedures to treat the complications related to non-adherence, thus causing a burden on the nephrology health-care workers and the health-care system. Therefore, motivating this population to adhere to the integrated management program is crucial to augment the efforts of the state hospitals in the provision of the costly treatment of CKD.
| Limitations
The present study was carried out in only one province of the country.
Therefore, it should be considered as a pilot study for a larger study of patients with CKD countrywide to improve the generalizability of the study results. The researchers used a hospital-based sample, and participants were restricted to those who could attend a renal clinic at the time of the study. The patients with CKD comprised two groups:
the dialyzing and non-dialyzing populations. There was a possibility of bias due to the use of a heterogeneous population. However, this was mitigated by interviewing the participants three times each over a period of 3 months.
| Conclusion
Patients with CKD revealed the motivators of adherence to be predominantly family and system related. Therefore, health-care professionals, patients, and family members need to utilize these in the formulation of interventions that promote adherence to integrated management. Furthermore, the main driving force behind this motivation is the provision of kidney transplantation by the South African state hospitals, thus the need for priority identification and sensitization of kidney donors. Further studies are needed to explore the barriers of adherence to integrated management.
